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A. Plant Status

At the time of this event, Arkansas Nuclear One, Unit 1 (ANO-1) was at approximately 90 percent
power following restart from a forced outage. Preparations for a nuclear instrumentation
calibration were in progress.

B. Event Description

On February 7, 2009, at approximately 1046 CST, the reactor was manually tripped from

90 percent power in response to a report of a fire at the main generator hydrogen addition
station.

Prior to the occurrence of the fire, Operations personnel were preparing to add hydrogen to the
main generator. The Inside Auxiliary Operator (IAO) who was to perform the task conducted a
pre-job brief with the Shift Technical Advisor, who was also a qualified Shift Manager. Topics
discussed during the brief were the procedure, basic steps and associated limits.

The IAO, with procedure in hand, then proceeded to the hydrogen addition station on elevation
354’ of the Turbine Building, to perform the task. In the process of aligning hydrogen to the
generator, the procedure requires that the hydrogen station to generator inlet isolation valve
(H2-109), which is a normally open valve, be verified open. The IAO first attempted to open the
valve using both hands with no success. The IAO then unsuccessfully attempted to close the
valve using both hands. Assuming the valve was stuck on its closed seat, the IAO obtained a
pipe wrench and proceeded to rotate the valve handle in the open direction approximately six
turns. Because the valve was actually on its open seat, this action resulted in the valve bonnet
unscrewing from the valve body. Suddenly, the bonnet, hand wheel, and valve internals
assembly ejected from the valve body, releasing hydrogen under pressure to the atmosphere.
The IAO immediately exited the area and the hydrogen quickly ignited. Upon being notified of
the hydrogen leak and associated fire, Operations personnel quickly initiated action to isolate the
hydrogen leak from the Hydrogen Bulk Storage Facility. As a conservative action, the reactor
was manually tripped at 1046 CST. The fire was reported extinguished at 1055; however, at
1057, the Control Room was notified that a re-flash had occurred in the cable tray located above
the hydrogen addition station. Upon receiving this report, a Notification of Unusual Event (NUE)
was declared at 1059 based on a fire within the protected area that was not extinguished within
10 minutes. The fire was quickly extinguished and a re-flash watch was posted. The NUE was
terminated at 1238 CST.
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C. Root Cause

The root cause of this event was determined to be personnel error. The IAO mistakenly
assumed that H,-109 was stuck on its closed seat and proceeded to attempt to open the valve
using aTorque Amplifying Device (TAD) without first requesting prior supervisor approval to use
such a device, as required by procedure. In addition, the IAO did not apply acquired skills and
abilities to the task.

D. Corrective Actions

Immediate corrective actions taken with respect to this event included:
o The IAO was removed from shift.

e Stand Down meetings were conducted with Operations Department personnel regarding
this event.

In addition, remediation training and requalification will be provided for the IAO involved with this
event.

E. Safety Significance

Operations personnel responded quickly and appropriately to the hydrogen fire by expeditiously
isolating the hydrogen supply and extinguishing the fire. In addition, a conservative decision to
manually trip the reactor was made. All systems performed as designed during and after the
plant trip. Main steam safety valves lifted as expected following the plant trip from 90 percent
power and subsequently reseated, as designed.

Considering the expeditious and appropriate actions taken by the operators to minimize the
consequences of this event, the actual safety significance is considered to be minimal.
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F. Basis for Reportability

The NUE and manual reactor trip were reported to the NRC Operations Center at 1118 CST on
February 7, 2009. An update notification reporting the termination of the NUE was made at
1238 CST on February 7, 2009.

A manual reactor trip from power is reportable pursuant to 10CFR50.73(a)(2)(iv)(A).

G. Additional Information

There have been no previous similar events in which a fire resulted in a reactor trip reported as
LERs at ANO.
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List of Regulatory Commitments

The following table identifies those actions committed to by Entergy in this document. Any
other statements in this submittal are provided for information purposes and are not
considered to be regulatory commitments.

COMMITMENT TYPE SCHEDULED
(Check One) COMPLETION
DATE
(If Required)
ONE TIME CONTINUING
ACTION COMPLIANCE
Remediation training and X 5/5/2009

requalification will be provided for the
IAO involved with this event
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